public expenditures. Several studies show that recognizing (potential) frailty at an early stage provides options for proactive care, and could as such delay or reduce functional decline, prevent hospital admissions, and maintain wellbeing and independent living for as long as possible [9] [10] [11] [12] . Apart from preventing deterioration, Dury et al. [13] argue that early detection of frailty is also important to identify and strengthen older persons' resources to counterbalance their frail health status.
The attention of policymakers and care authorities for the potential benefits of early detection of frailty is growing. This is reflected in the development of many initiatives that include activities regarding early detection, such as the identification of older people with frailty or frailty related symptoms in primary care, geriatric care assessments, population-based multidimensional assessments by public health organizations and, preventive home visits by voluntary advisors or care professionals [9, [14] [15] [16] [17] . These initiatives are also aimed at different target populations, e.g. frail older people in primary care or hospitalized older people. Home visits by professionals or informal carers are often part of early detection initiatives and usually include a needs assessment [16] [17] [18] . The setting and professionals and/or informal carers involved in early detection will mostly determine the focus of the initiative. This implies that some initiatives mainly focus
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Yvette Buist * , Mieke Rijken † , Lidwien Lemmens on physical health problems, whereas others focus more on psychological, social or environmental domains of life. This reflects the broad spectrum of definitions of frailty. Hence, the focus of the needs assessment and follow-up activities may differ. Despite these differences in focus, earlier studies suggest that there is often duplication between different services [17, 19] .
In the Netherlands, there is a broad legal basis for early detection of (a high risk of) frailty, as it is incorporated in several laws, i.e., the Health Insurance Act, the Social Support Act and the Public Health Act (see Table 1 ). Given that these laws provide different approaches to early detection and vary in their levels of accountability and execution, they carry the risk that early detection initiatives at a local level lack coordination and alignment, which may negatively impact their quality and efficiency. Therefore, it is essential that all actors involved in early detection initiatives at a local level know of each other and collaborate as much as possible. Previous studies, however, provide indications that this is not common practice yet [17] .
There are several factors that impede collaboration between health and social care services, such as competing organizational visions or different professional visions and values, separate management structures and inadequate resources [20, 21] . Factors that promote inter-sectoral collaboration have also been found, such as strong leadership, appropriate professional support and bundled payment. It seems likely that such factors also play a role in inter-sectoral collaboration on early detection. However, as frailty is a complex phenomenon and service providers from health and social care services may hold different views of frailty (either being a predominantly physical or a multidimensional condition), collaboration on early detection may be affected by specific factors. Up until now, insight is lacking in which factors are particularly key for successful collaboration in early detection initiatives. In addition, as there is still little knowledge on effective early detection approaches and consensus is lacking, service providers at a local level may have different opinions and apply different methodologies to detect frailty among their target populations. Also, as mentioned above, these service providers act on early detection from different settings, which include differences in legal basis, overall aims and target populations of their services. The ambiguous nature of frailty, the heterogeneity of early detection approaches applied, as well as the different context of the service providers involved bring about additional challenges for alignment and collaboration. This may imply that the various stakeholders perceive different barriers and facilitators for collaboration on early detection. Therefore, the aims of this study were: 1. to provide insight in factors that impede or facilitate collaboration, according to actors involved in initiatives to detect frailty among older citizens, and 2. to gain insight in whether different groups of actors, such as commissioners, managers and professionals of care organisations, advisors, academics and representatives of organizations for older people, hold different views regarding these factors. These insights are important to be able to identify those factors that are most important for improving collaboration between professionals and agencies involved in early detection at a local level.
Methods
Study design and study sample
This qualitative study was conducted between April and August of 2017 in the Netherlands.
A broad range of actors in proactive elderly care was invited to participate in an interview. The sample included three groups: Public Health Act: Early detection of frail individuals does not take place, but a population approach is used in which municipalities focus on the broad population of the elderly in their municipality, for example by monitoring vulnerability, well-being and safety.
Municipality, public health services
• Municipality policymakers • Advisors on Public Health 1. Commissioners: municipality policymakers (n = 9) and representatives of health insurance companies (n = 3); 2. Service providers: managers from health and social care organizations (n = 9) and health and social care professionals (n = 8); 3. Other stakeholders: public health advisors from local (care) support centres (n = 4), academics (n = 2) and representatives of organizations for older people (n = 2).
Actors were recruited using purposeful sampling. Some actors were directly involved in a collaborative initiative on early detection. Others were aware of collaborative initiatives due to their position, e.g. advisor or researcher. Actors were selected: 1. from the researchers' network; 2. from the literature on early detection studied during the preparation phase of this study, and 3. on the basis of meetings with actors and network meetings. The selected actors were sent an email including a description of the study and an invitation to participate. When the researcher received a positive response, time and place for the interview were determined. A total of 18 interviews were conducted with 37 actors (21 female and 6 male). Twenty-seven actors were invited to participate, of whom 21 agreed to participate. Reasons for non-participation were non-response, a lack of time and change of position. The actors who agreed to participate were also asked to invite other colleagues to join them in the interview. This resulted in 16 actors who additionally joined the interviews. Four interviews took place with a mixed group of professionals. The other interviews were individual interviews or interviews with professionals with the same position. Per interview, one to four people participated. Prior to the interview, participants received information regarding the aims of the interview. The participants also received a written informed consent emphasizing voluntary participation and guaranteed anonymity. We interviewed professionals from eight different provinces throughout the Netherlands.
Data collection
The interviews were guided by a semi-structured interview format. The interview guide was reviewed by an advisory committee consisting of three experts in the field of proactive care and some final adaptations were made according to their comments. During the interviews, two themes were addressed: 1. facilitators and barriers for collaboration and 2. alignment between collaborating actors and organizations. Since the context was different depending on the profession of the participants, there was a slight difference in focus of the questions asked. That is, health and social care actors were asked to relate to their experiences in practice, while public health advisors from local (care) support centres were asked to answer from a more overarching perspective. For example the participants who were directly involved in a collaborative initiative on early detection were asked how collaboration between the different actors involved in early detection was organized and what could be improved and participants with a rather visionary point of view on early detection were asked how collaboration between the different actors should be organized ideally. To verify whether similar facilitators and barriers were experienced or recognised by the actors, they were asked whether they were familiar with facilitator and barriers mentioned in preceding interviews. Most interviews took place face-to-face at the actors' workplace. Three interviews were conducted by telephone. Interviews lasted between 33 and 87 minutes. The interviews were conducted by two experienced interviewers of our project team.
Data analysis
All interviews were recorded and transcribed verbatim. The transcripts were checked for completeness by the researches who conducted the interviews. The interviews were analysed using the Framework Method for management and analyses of qualitative data [20] . The Framework Method is a method for structured content analyses of qualitative data [20] .
In accordance with this framework, a coding scheme was developed by the interviewers based on the interview format (i.e. deductive approach) and on the topics discussed during the interviews (i.e. inductive approach). Two interviews were coded independently by two researchers of our project team. Then the coded items were compared, differences in coding were discussed, new codes were added (i.e. inductive approach) and an agreement was reached on how to continue coding. To use the richness of the data, new codes were added to the coding tree when items provided additional information to answer the research question. To minimize subjectivity all interviews were coded by one researcher and checked by another researcher of our project team. The qualitative analyses program MAXQDA 12 was used to code the transcripts. After coding the interviews, all coded data was examined by interpreting (recurring) items. Then drafts of the study findings were written and these findings were discussed by the authors. Additionally, a draft report on the study findings was sent to three actors in proactive elderly care (a municipality policymaker, an advisor from a regional support center and a representative of an organization for older people), of whom two had also participated in an interview, to validate our findings [22] . Through this process, it was established whether our findings were understandable and whether their viewpoints were adequately interpreted. Their feedback was used to refine findings further.
Ethics statement
The Medical Research Ethics Committees United assessed the study proposal and concluded that the Medical Research Involving Human Subjects Act (WMO) does not apply to this study, and official approval was not required. All participants provided written informed consent. Table 2 shows the factors that were mentioned by the participants to influence collaboration in the field of early detection. To classify the reported facilitators and barriers, we used the categories suggested by Cameron et al. [21] , which organizes the factors that facilitate or hinder collaboration, at the following levels: organizational, cultural/professional and contextual. We mention the perspectives of the three different groups (i.e. commissioners, service providers and other stakeholders) and when relevant, we specify the subgroups within the three groups of participants.
Results
Organizational level
Respondents from the three groups all noted that many professionals do not know each other and are not aware of each other's tasks and responsibilities, which is a barrier for collaboration (see Table 2 ). According to the respondents, this is partly related to the size of the municipality in which health and social care professionals are active. Professionals working in small municipalities are more often familiar with each other's field of work and expertise, while this is the case to a lesser extent in larger municipalities. Interviewees further indicated that a shared vision on early detection promotes collaboration. Respondents from the group of ' other stakeholders' in particular referred to the importance of a shared vision on early detection. According to them, professionals (e.g. general practitioners and social care professionals) have different views on early detection and on strategies for case finding. They use for instance different instruments for frailty screening or target their initiative on different subgroups of older people. These differences hamper collaboration. Stakeholders from the group 'service providers' particularly referred 
Contextual
Continuity of funding for collaboration X X X X X Continuity of cooperation partners X X X X X to a shared vision on setting up a collaborative initiative on early detection. What are, for instance, shared motivations and what can be the benefits of collaboration? The respondents indicated that a shared vision will support professionals to align their work and to coordinate their activities accordingly. According to some interviewees, particularly service providers and representatives of municipalities, another facilitating factor is having seen the benefits of collaboration. A benefit is, for example, a decrease in the number of general practitioner visits by older adults with social care needs (e.g. loneliness), because such problems are already being detected and dealt with by a local team of social workers. These types of benefits were considered to positively affect willingness of professionals to their maintain collaboration.
In addition, available time was, with the exception of health insurers, mentioned by all respondents as an important factor affecting collaboration. Respondents, however, had different views on the factor 'time'. Service providers for instance particularly mentioned that preventive activities, such as early detection, take time. Several professionals, such as general practitioners, are often busy with their daily duties and therefore have to be selective in any additional activities. Moreover, general practitioners tend to focus more on curative than on preventive activities, and are therefore less likely to practice such preventive activities or show a willingness to take part in these activities. Other respondents, such as municipality policymakers and academics indicated that setting up a collaborative initiative requires time, e.g. time required for alignment between all stakeholders or time required for motivating stakeholders. Not only early detection but also maintaining the organisational structures for collaboration are additional tasks to the other tasks professionals in health and social care already have. Taking up any additional responsibilities, on top of one's daily duties, is for some professionals a barrier for collaboration.
Service providers, academics and representatives of older people, mentioned the lack of a single shared patient information system as a barrier to collaboration. Patient information systems often differ between organizations involved in early detection of frailty. This implies that health and social care professionals cannot electronically share information about their clients, such as outcomes of needs assessments, care plans, and delivery of care and support. This means that health and social care professionals often do not inform each other, cannot access each other's information and do not discuss who will take care of which older adult.
The organizational structure of municipalities was mentioned by almost all interviewees as a barrier for collaboration. However, the impact that the interviewees mentioned, differed. Managers and health insurers noted that the different strategies for early detection of the different departments within municipalities hampered the collaboration. Other respondents, such as health and social care professionals, policymakers and representatives of older people, indicated that the fact that responsibility for preventive activities, such as early detection, are spread across different departments within municipalities (e.g. social care, housing, sports) hinders collaboration. Also, employees of municipalities are not always aware of each other's activities and therefore do not know which initiatives are implemented in which neighbourhoods. Consequently, also health and social care professionals within the neighbourhoods do not collaborate resulting in duplicate tasks and activities.
With the exception of older people's representatives, all respondents indicated that fragmented funding of health and social care was a barrier. The interviews showed, however, that professionals have different strategies for dealing with fragmented funding. Some respondents indicated that fragmented funding is a major barrier, making collaboration hardly possible. Other respondents indicated that, even though this is a barrier, fragmented funding should not be a reason for not collaborating.
"We really like to change fragmentation and we would really like to have bundled payment for health and social care.
[…] There is some progress, in the meantime. However, we do not have a real system change, because we have to deal with national laws and regulations, but meanwhile we work our way around it [laws and regulations]." (Municipality policymaker) "Well, a barrier, you can work around it, but it is a barrier. And then you just need to have the right person within a health insurance company who says: "We give it a go" and the same holds of course for the municipality, that the person there also says "We give it a go" […] . What you need is a number of agencies that are motivated and that dare to take a risk. However, due to the fragmented funding, people like to stay safe using their own budgets and because of that, collaboration is never really taking off. "(Municipality policymaker)
Cultural and/or professional level
A factor on the cultural and professional level hindering collaboration is a lack of knowledge. Several interviewees, such as service providers and commissioners, noted that health and social care professionals are still unsure about what would be the best strategy for early detection of frailty (see Table 2 ). They have questions such as 'what types of instruments should be used for frailty screening and needs assessments?' and 'which health and/or social care professionals should be detecting what, and in which group of older people?' These uncertainties also lead to uncertainties about who would be the best collaboration partners.
There is also a lack of knowledge of privacy legislations, which is hampering collaboration. Almost all respondents mentioned that people involved in early detection, such as health and social care professionals, volunteers, and informal carers often do not know which signals they are allowed to pass on to whom. For example, volunteers and informal carers sometimes falsely think that information about problems that they observe, such as loneliness or health problems, may not be passed on to health and social care professionals. This assumption is a barrier for collaboration with and between volunteers, informal carers and health and social care professionals.
Stakeholders from all three groups mentioned that mutual trust is of major importance. Having trust in other organizations' knowledge and skills facilitates collaboration. Several respondents wondered whether there was sufficient trust in their way of working and judgement. They mentioned for instance that, although case managers from their care organizations already did a needs assessment, municipalities nevertheless decided that a social care consultant from their municipality also had to complete an assessment. They not only perceived these duplicate activities as a lack of trust, but also found them inefficient and unnecessary.
"What is going well in our collaboration is that we trusted each other quite quickly at different levels of our organizations Also, we discussed things that did not go well quite easily at the highest level […] So, that is a really important factor for success, organizations trusting each other's way of working." (Representative of health insurers, involved in a collaborative initiative on early detection)
In addition, a lack of leadership and ownership was described as a barrier for collaboration. This was mentioned by all groups of respondents. Interviewees described that agreements regarding collaboration with, for example health insurers, municipalities and network organisations did not result into action, since no one felt ownership. They noted that ambassadors could play a stimulating role in setting up and developing collaboration programs. These ambassadors can for example be inspiring care professionals or public health advisors. They could initiate or speed up collaboration processes, could connect professionals or play a coordinating role.
"Well, yes, we have two ambassadors. If we would not have them, then it would have been hard to stay focused. It is hard to keep everyone involved, then it will be very, very difficult and then you'll see processes are going slower." (Municipality policymaker)
"Yes, what makes it difficult is that you still want to give a lot of responsibility to the people who work in the field, despite the fact that we are financing it [early detection initiatives]. We do hand over responsibilities but these are nevertheless not always taken. Regularly we hear: "This goes wrong and that goes wrong and that has to be different". Our response is then: how are we going to solve this? And sometimes, even when there are financial resources, we don't get an answer. So, yes, when there is ownership, people feel responsible for a problem, but we also need some taking ownership for a solution." (Municipality policymaker)
Contextual level
Almost all interviewees mentioned that limited and/or temporary funding for collaboration is a barrier (see Table 2 ). Establishing collaborations and collaborating in the complex field of early detection take time and resources. Some aspects of collaborative initiatives on early detection, such as multidisciplinary meetings concerning older adults with complex needs, require professionals to invest additional time, on top of their daily duties. Often, there is only limited budget for such activities, making it difficult for professionals to justify their attendance at those meetings. Also, consultation of particular professionals, such as elderly care specialists for medication review, takes time and resources, which is often not covered by funding.
"Funding is a disaster, but it differs. Nationwide we see for instance that a lot of health insurers differ in the extent to which they are willing to invest in activities that go beyond those related to individual treatments. […] . Municipalities and health insurers are assigned to collaborate in the somewhat 'blurred' area of prevention. However, there are only few health insurers that are actually doing this. I think, they are very reluctant to do so, and certainly on the intersection of health and social care." (Manager of a social care organization) "Well, I think it is really difficult to put things in motion […] And, in my opinion, that is related to how they [organizations] are funded.
[…] And it is still rather difficult to work on smart local alliances, especially in addition to your core businesses." (Municipality policymaker) Another contextual barrier mentioned by interviewees from all three groups is the lack of continuity of professionals they work with. Due to changes in collaboration partners, professionals continuously have to become acquainted with new partners and have to make new arrangements and agreements. Interviewees indicated that collaborations' success often depend on individuals and not so much on their positions. It requires a time investment to get to know new collaboration partners.
"And it's frustrating, I just mentioned staff changes in different organisations, the municipality, health insurers, you name it […] staff changes in your own team, are also very frustrating. In the past three years, I worked with three different elderly care specialists, four different community nurses, which is also quite tiring." (Health care profes-sional, involved in a collaborative initiative on early detection)
Discussion
Main findings
In response to the increasing number of older people, countries are developing strategies to optimally support older people in their home environments, one of which is proactively detecting frailty and initiating appropriate interventions addressing these needs. Since older people often face multiple health and social care needs [23] , often multiple health and social care providers and agencies are involved in delivering care and support to them [17, 19] . The first aim of our study was to provide insight into the factors that impede or facilitate collaboration between the different actors involved in early detection initiatives. This study shows, in line with previous studies [19, [24] [25] [26] [27] [28] [29] [30] , that inter-sectoral collaboration is challenging, and that multiple factors play a role in whether or not collaborations are established or are successful. Some of these factors seem to be supportive for successful collaboration, such as knowing each other and everyone's expertise and mutual trust, whereas others seem to be unsupportive, such as a lacking a shared patient information system or a common financing system. In general, the factors perceived to influence collaboration on early detection were not different from the factors mentioned in other international studies on integrated care [21, 24, 27] , that impact the collaboration between health and social care providers in other areas. For instance, developing a vision shared by all service providers involved at a local level, is generally considered key for successful collaboration. However, in the case of early detection of frailty, this may be (even) more complicated due to the ambiguity of the frailty concept and the lack of knowledge on effective detection approaches.
As in previous studies, the factors identified in this study were related to different levels of the health and care system. These include the contextual level (e.g. limited funding for collaboration), organizational level (e.g. shared vision, shared information system, available time, awareness of one another's roles and competences), and cultural and professional level (e.g. mutual trust, leadership, having a collaboration champion or facilitator). There are interdependencies among and between factors at all three levels. The availability of funding will for instance determine the amount of time the different actors spend on the collaboration, whereas knowledge of each other's tasks and responsibilities will probably increase mutual trust. The Rainbow Model of Integrated Care [31, 32] shows how collaboration-supportive policies and actions at the contextual level (e.g. designing a collaboration-supportive financing system) could facilitate collaboration at the organizational and professional level. This also holds for developing a shared vision as part of inter-sectoral or inter-organizational collaboration, which will facilitate inter-professional collaboration [31, 32] . Although, no studies specifically on collaboration on early detection of frailty on other counties were found, barriers such as the lack of coordination between different policy levels and the challenge of the efficient sharing of information have come to the fore as barriers of inter-organisational and inter-sectoral collaboration in other countries as well [33] .
The second aim of our study was to gain insight in whether different groups of actors, such as commissioners, managers and professionals of care organisations, advisors, academics and representatives of organizations for older people, hold different views regarding facilitators and barriers to detect frailty among older citizens. Overall, the different actors participating in our study mentioned similar factors. Some differences may be worth noting, although we should acknowledge that sample sizes of some of the groups of actors were small. Health insurers and policymakers of municipalities for instance did not mention some of the factors that were important for service providers, such as the importance of a shared information system. Health insurers additionally mentioned fewer barriers than the other groups of actors. An obvious explanation for these findings is that policymakers and health insurers, as commissioners of early detection, are not involved in the daily practice of early detection and therefore do not face similar issues as service providers. It should further be noted that, particularly health and social care providers and representatives of organizations for older people, mentioned the uncertainty of professionals about what would be the best strategy for early detection of frailty. Consequently, they were also unsure about who would be the best collaboration partners regarding early detection and therefore had difficulties to initiate a collaboration. This uncertainty is also reflected by other studies. Some systematic reviews for instance show that recognizing (potential) frailty at an early stage could delay or reduce functional decline, prevent hospital admissions, and maintain wellbeing and independent living for as long as possible [9] [10] [11] [12] . Other reviews do, however, not underline such outcomes [14, 34, 35] . This illustrates that in practice as well as in science, there are various views on early detection and its potential benefits. Although the different actors in general mentioned similar factors, they tended to have different views and experiences with the impact of these factors. For example, the factor 'fragmented funding' was mentioned by almost all interviewees. Some actors mentioned that fragmented funding was a major barrier, making collaboration hardly possible. Other respondents, however, indicated that, although a lack of funding is a barrier, this should not be a reason for not collaborating.
Methodological considerations
For this study, we interviewed a wide range of actors in proactive elderly care in the Netherlands, including commissioners, different types of service providers (both managers and care professionals), and other types of stakeholders (i.e. advisors, academics, representatives of organizations for older people). Some actors were directly involved in a collaborative initiative on early detection. Others were not directly involved in a collaborative initiative but had a visionary point of view on proactive elderly care. This variety of participants is a strength of this study, since it resulted in a broad perspective regarding the facilitators and barriers for collaboration between actors involved in early detection. At the same time, however, we need to acknowledge that the number of respondents per group of actors was small. This was particularly the case for the health insurers, academics, and representatives of organizations for older people. To overcome this limitation, we aimed to validate answers given by these actors for as much as possible in the other groups of actors. This was to verify whether similar barriers and facilitators were experienced by other actors, and to verify whether these groups of actors were familiar with these factors without necessarily experiencing them themselves.
By applying qualitative research methods and analysing data from different perspectives, we aimed to gain a deeper understanding of the factors that underlie (a lack of) collaboration between professionals and agencies involved in early detection of frailty among older persons. We did not establish which issues occurred more frequently than others or to compare different groups of actors to detect potential statistical differences. To answer these types of questions, future studies that also apply quantitative methods is recommended.
Implications for policy and practice
Our study suggests that different actors involved in early detection seem to experience similar facilitators and barriers for collaboration although their views on these factors may sometimes differ. These insights help to define the required next steps for improving collaboration between professionals and agencies involved in early detection at a local level. Potential solutions focus on different stakeholders, both at the local and national level. Therefore, we have formulated recommendations for both service providers and policymakers and actors at national level.
Based on our study, service providers are recommended to actively contact relevant organizations in their neighbourhoods or regions. Becoming familiar with local organizations in the field of early detection and getting to know each other is a first step to establish collaboration. It is important to discuss each other's roles and responsibilities and to get clarity on where ones' roles and responsibilities end and where those of others start. It is possible that the different policy levels define and/or limit roles and responsibility of actors. Is should be considered that there is broad legal basis for early detection providing different approaches to early detection, including various levels of accountability and execution. Service providers are further recommended to develop a shared vision on what organisations want to achieve with early detection and how local collaboration could contribute to this vision. It is important to look for common ground when discussing this vision. To create further commitment within and between organisations, it is recommended to involve professionals from various levels within organisations, that include both health and social care professionals as well as managers, in creating a vision. This might also help to resolve some of the insecurities health and social care professionals have regarding their strategy for early detection.
In line with other studies [21, 26, 27] , we further recommend service providers to explore possibilities for a shared patient/client information system. This study shows that a shared patient/client information system is useful for efficient collaboration. Sharing information will help to prevent duplicate activities or activities not being done at all. It is also important to take the General Data Protection Regulation (GDPR) into account [36] , while working with personal data. An ongoing study on privacy-aware and acceptable lifelogging services for older and frail people might provide useful information on sharing information and privacy matters [37] . Another recommendation is to consider how collaborations can be imbedded in existing networks and collaborations. This is to prevent multiple collaboration structures within one municipality or region. A final recommendation for service providers is to share knowledge about good practices. In the Netherlands, but also in other countries, there are several examples of good practices in collaboration in early detection [38, 39] . Learning from these initiatives (e.g. how to give shape to a collaboration, how to share information, how to create a shared vision) will help to prevent 'reinventing the wheel'.
Recommendations for policymakers and actors at national level include the integration of inter-professional collaboration in frailty education and training of health and social care professionals. This might help to create trust, to identify shared interests and to learn to speak each other's language early on. It is further recommended, since early detection initiatives are now being funded from different budgets, to explore possibilities to overcome the experienced financial barriers. Potential solutions may be more collaboration between the commissioners of early detection, i.e. municipalities and health insurers, and exploring possibilities of bundled payments.
Conclusion
Collaborating on early detection of frailty appears to be a multifaceted challenge. The facilitators and barriers at the organizational level are knowing each other's tasks and responsibilities, shared vision on early detection, saving seen the benefits of collaboration, time available, shared patient information system, organizational structure of municipalities and the way in which professionals deal with fragmented funding. The facilitators and barriers at the cultural and/or professional level are knowledge on early detection approaches, knowledge on privacy legislation, trust and leadership. The contextual facilitators and barriers are funding for collaboration and continuity of cooperation partners. However, as different stakeholders hold similar views, there seem to be several starting-points to improve collaboration. First steps shall include getting to know each other and developing a shared vision on early detection.
